ABSTRACT: Multiple chronic conditions (MCCs) pose a major and growing burden on the individuals' health. The ways in which people cope with their stresses related to their chronic conditions are significant to their health outcomes. This review sought to understand lived experiences of coping with MCCs by a meta-ethnography of qualitative studies. Twenty-six studies were identified in four electronic databases including PubMed, PsycINFO, EMBASE, and CINAHL that were searched from 1966 to 2017. A seven-step analytic method was used after a quality evaluation based on Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI). The findings illustrated that experiences of coping with MCCs were interacted with (i) appraisals of MCCs, (ii) strategies to maintain a normal life, (iii) strategies to keep the spirits up, and (iv) coping in the social context. To sum up, this review provided a collection of narratives on coping with MCCs. The findings would help to recognize the high complexity experienced by these patients, also potentially offered a foundation for the design of a feasible intervention to more optimally highlight the demands of managing MCCs.
INTRODUCTION
People with multiple chronic conditions (MCCs) refer to those suffering from two or more chronic conditions that normally last more than a year, and these conditions include physical and mental health conditions (e.g. diabetes, heart diseases, and depression), continuing conditions (e.g. learning disability), chronic symptoms (e.g. back pain), and alcohol and substance abuse (Farmer et al. 2016) . The National Health Interview Survey (NHIS) indicated that more than 25% of American adults reported having more than two chronic conditions (Ward 2014 ). An Australia study involving 9156 patients estimated the prevalence of MCCs to be 37% with more than half of surveyed patients suffering from three or more conditions and 33% from four or more (Britt et al. 2008) .
People with MCCs commonly experience a high disease burden of living with a certain number of chronic conditions and the combined treatments (Gallacher et al. 2011) . The presence of MCCs is associated with lower quality of life (Fortin et al. 2004) , decrement in physical and/or cognitive functioning (Bayliss et al. 2004) , and increasing healthcare costs (Rezaee & Pollock 2015) . A qualitative research describes that living with MCCs is 'a virtual cascade of medical, emotional and social hardships' (Sells et al. 2009 ). In addition, psychological distress is prevalent among people with MCCs (Fortin et al. 2006) . The current principle of caring people with MCCs is to improve their quality of life by reducing disease burden, adverse events, and inadequate care (Farmer et al. 2016) .
Coping is seen as ways of responding to illness and as a potential intervention for chronic conditions (Martz et al. 2007 ). According to the stress appraisal and coping model, in which coping is defined as 'consistently changing cognitive and behavioural effort to manage specific external and/or internal demands that are appraised as taxing or exceeding the resources of the person' P. 141) . This model proposes that people commonly cope with stressors via problemfocused coping strategies and/or emotional-focused coping strategies . Problemfocused coping refers to the strategies of reducing the source of the stress, whereas emotional-focused coping aims at managing the emotions that come with the perception of stress . Besides, there are some other classifications of coping in the literature such as active coping, avoidance coping, assimilative coping, and accommodative coping (Brandtst€ adter 2015; Christen et al. 1986; Roth & Cohen 1986) . The utilization of a type of coping strategy largely depends on the individual's personality and personal perception of the stressor (Ferguson 2001) .
Although it is unnecessary to distinguish good coping from bad coping (Lazarus 2000) , the accessibility of coping resources shape the ways that patients manage their chronic conditions, then possibly affect their health outcomes (L€ offler et al. 2012; Trump & Mendenhall 2017; Yorgason et al. 2010) . Evidence shows that appropriate coping strategies are positively associated with health-related quality of life and psychological well-being (Aldwin & Yancura 2004) . A metaanalysis by Duangdao and Roesch (2008) suggested that coping strategies consisting of approach-avoidance, problem-focused, and emotion-focused were related to the psychological health of people with diabetes. Allman et al. (2009) demonstrated that greater use of adaptive coping was associated with less depression whereas greater use of maladaptive coping was associated with more depression in heart failure patients. Lo Buono et al. (2017) addressed that the patients who were inclined to use active/accommodative coping strategies usually reported a better quality of life after stroke compared with patients who preferred assimilative coping strategies. Previous studies mainly investigate coping in people with one single chronic disease, research on coping with MCCs is still lacking.
Qualitative research is a way of providing a combination of opinions, thoughts, and perspectives of coping and contributing to a common understanding of a focused whole (Creswell & Creswell 2017) . There are several qualitative reviews existing with reference to experiences of people with MCCs: Rosbach and Andersen (2017) highlighted that the complexity of burden of treatment and sum up some factors such as workload of demands, patients' capacity, and the social context influenced patients' coping. Cottrell and Yardley (2015) summarized the lived experiences of MCCs from different perspectives including patients, general practitioners, and trainees. Another study involving MCCs and some other particular chronic diseases offered an overview of patient's capacity and its interacted factors including the processes of living with chronic conditions, available resources, social environment, and medical treatment (Boehmer et al. 2016) . These qualitative studies into the lived experiences have added some useful knowledge of the people with MCCs and have demonstrated the research field regarding MCCs is extensive. However, few attempts have been conducted to look at the experiences relevant to MCCs in a coping context.
AIM
The present study aimed to undertake an in-depth exploration of the lived experiences about how patients cope with MCCs by synthesizing the existed qualitative research as the qualitative findings could explicate nuanced meanings of living with MCCs. We believe this study would be valuable to make qualitative findings more accessible for application in practice related to MCCs. et al. 2002; Noblit & Hare 1988) , which can contribute to our current work.
METHOD
The seven steps of meta-ethnography described by Noblit and Hare (1988) and developed further by Walsh and Downe (2005) were followed.
Step 1 was to frame a meta-ethnography study. A literature search concerning coping and MCCs was undertaken with the help of a librarian at the university library, and the research aim was formulated.
Step 2 was to search and identify the included studies. Studies were identified using systematic database searches of PUBMED (provided by National Center for Biotechnology Information, U.S. National Library of Medicine), PsycINFO (provided by Ovid), EMBASE (provided by Ovid), and CINAHL (provided by EBSCOhost) from the year 1966 when the preliminary conception of coping was described by Lazarus (1966) till Nov 2017. The search terms identified in the article title, abstract, and keywords included 'coping', 'multiple chronic conditions/diseases/illnesses', 'multifactorial chronic /diseases/illnesses', 'comorbidity', 'multi-morbidity', and 'qualitative'. For instance, the search in PUBMED was built of three components: In this step, two reviewers independently screened studies for eligibility against the inclusion/exclusion criteria, according to the title and abstract. Full texts of all possibly related articles were retrieved for a further check. Two reviewers will designate the full-text papers, independently. The third reviewer resolved the possible conflicts concerning eligibility.
Inclusion criteria were:
1. Studies that employ a qualitative methodology or a mixed methodology with qualitative data description. 2. Studies that focus on adults (over 18 years) with MCCs.
3. Studies that include a description of the experience of coping with MCCs.
Exclusion criteria were:
1. Studies published in languages other than English.
2. Studies that focus on people with a single chronic condition/disease/illness. 3. Studies that focus on children and/or adolescents. 4. Studies that focus on the experiences of people such as caregivers, health professionals, and social workers. 5. Dissertations, secondary research (e.g. summary of existing research), opinions, conference abstracts, protocols, and reports.
Step 3 was to assess the quality of the included studies. For this study, we relied on the peerreviewed articles to eliminate scientifically unsound studies. We adopted the Joanna Briggs Institute Qualitative Assessment and Review Instrument (JBI-QARI) comprising ten questions about the congruity between the essential parts in different studies (Porritt et al. 2014) . Each question was answered with a 'yes', 'no', 'unclear', or 'not applicable' response. We scored '+1' for 'yes' and '0' for others. The final scores were computed and classified as follows: low (0-4 scores), moderate (5-7 scores), and high (8-10 scores), respectively. Studies with a 'low' quality rating would be excluded. Two reviewers undertook the quality assessments independently. The discrepancies were recorded, compared, and discussed between the two reviewers until consensus was reached. The third author was approached in cases where consensus was not reached.
Step 4 was to extract and present key data from the included studies. The characteristics involved the following headlines: author and year, country, title, objective, description of MCCs, duration of MCCs, sample, data collection, and data analysis methods.
Step 5 was to determine the relations among the included studies. We looked across, read, and reread the included studies in order to be familiar with the whole contexts. We noted the first-order constructs (views of the patients) and looked into the second constructs (interpretations of the authors). A table was created to present the first-and second-order constructs in two columns (Table 1) .
Step 6 was to translate the studies into one another. Noblit and Hare (1988) identified three types of synthesis including reciprocal approach, reputational approach, and line of argument approach. In this step, we took each included paper in chronological order. We read off the grid and checked each column. We compared the first-and second-order constructs from the first study to the first-and second-order constructs from the second study and identified specific and common interpretations. After that, we repeatedly compared these findings to the first-and second-order constructs from the third study and so on.
Step 7 was to synthesize translations. Each study has offered a different view of coping experiences depending on the time point at which the patients were interviewed. Key and crucial themes found were consolidated into a line of argument (third-order analysis). Therefore, the third-order interpretations based on the 1st-and 2nd-order interpretations were developed and a line of argument was made.
FINDINGS Study inclusion
An initial search identified 1515 studies and removed 250 duplicate studies. After checking the title and reading the abstract, 1186 studies were excluded based on inclusion and exclusion criteria. Seventy-nine studies were retrieved from electronic databases in full and 26 studies were included in the review. In addition, a bibliographic searching was carried out manually in the most relevant systematic reviews (de Bruin et al. 2012; Smith et al. 2012) plus the reference lists of the included studies. No further relevant articles were identified based on the inclusion/exclusion criteria. The PRISMA flow diagram (Moher et al. 2009 ) that illustrates the search process is presented in Figure 1 .
Methodological quality
As the results appeared in Table 2 , the majority of these studies described a clear aim, utilized an appropriate method, and offered meaningful interpretations. All included studies did well in the quality appraisal and no studies were excluded.
Characteristics of included studies
Data display matrices were prepared to present the core data from each study (See Table 3 ). There were 654 participants in the 26 reviewed studies, which published between 1990 and 2017. The included studies were undertaken in the United States (n = 9), UK (n = 6), Australia (n = 3), Sweden (n = 2), New Zealand (n = 1), Germany (n = 1), Belgium (n = 1), Canada (n = 1), Batswana (n = 1), and Jordan (n = 1). The qualitative data were mainly collected by interviews, only one study used personal dairies as a supplementary (Townsend et al. 2006) . The three most common analytical methods were grounded theory (n = 5), thematic analysis (n = 4), and phenomenological descriptive approach (n = 3). Due to the variations in patients, we created two columns to present the type and the duration of MCCs. However, most of the studies did not give a detailed description of MCCs, nor the duration of chronic conditions.
An outline of synthesized results
Generally, MCC patients 'appraise MCCs' by identifying 'relations among multiple conditions', experiencing 'problematic symptoms', and perceiving 'negative emotions'. Coping with MCCs is a multilevel process within the context of the patient's everyday life. At the first level, the patients use strategies including 'taking medication', 'exercise & dietary', and 'seek information by themselves' to 'maintain a normal life'. The second level is about psychological adaptation, strategies of 'adapt to changes' and 'rely on spiritual support' are used to 'keep a positive mental attitude'. At the level of 'coping in the social context', MCC patients rely on 'engage in social roles' and 'social support'. The summary of the analysis and synthesis is shown in Table 4 .
Appraise MCCs
The main theme 'appraise MCCs' described the stressful conditions and occasions that people with MCCs perceived in their daily life. The 'appraise MCCs' comprised three subthemes, namely 'relations among multiple conditions', 'problematic symptoms', and 'negative emotions'.
'Relations among multiple conditions' refers to patients find specific connections and comparisons among their multiple health conditions (Dysch et al. 2012; Eckerblad et al. 2015; Fix et al. 2014; Hillege et al. 2008; Lekas et al. 2011; Molefe & Duma 2009; Morris et al. 2011; Roberto et al. 2005; Stanners et al. 2014; Townsend 2011; Ward 2011; WarrenJeanpiere et al. 2014; White et al. 2016; Whiting et al. 2006; Wissen et al. 2017) . Patients compared the symptoms and conditions caused by each disease and perceived the hierarchical ordering between their chronic conditions. For example, the patients described how they reprioritize health conditions, and repeatedly have to focus on one condition more than another one. A: Probably blood pressure, probably and cholesterol. . . so I am more worried about those because they are more serious things. IBS did not kill anybody, you know, but blood pressure is serious and cholesterol is serious so IBS has gone into the background, you know. pp. 155 (Morris et al. 2011) 'Problematic symptoms' refers to burdensome symptoms caused by MCCs, which are frequently reported in the most of studies (Al-Amer et al. 2015; Boeckxstaens et al. 2012; Coventry et al. 2014; Dysch et al. 2012; Eckerblad et al. 2015; Elliott et al. 2007; Fix et al. 2014; Hillege et al. 2008; Lekas et al. 2011; L€ offler et al. 2012; Molefe & Duma 2009; Morris et al. 2011; Nyhlin 1990; Roberto et al. 2005; Sells et al. 2009; Stanners et al. 2014; Townsend 2011; Townsend et al. 2006; Ward 2011; Warren-Jeanpiere et al. 2014; White et al. 2016; Whiting et al. 2006; Wissen et al. 2017) . For example:
'Then I started to get attacks [angina] during the night for no reason, I was losing sleep because the pain was that intense. . .then I had three attacks one evening, each one more severe than the other. . .It was so intense I was screaming and I lost control-emotions, everything'. pp. 4 (Wissen et al. 2017) 'Negative emotions' were apparent in the response to the diagnosis of MCCs and the daily life along with MCCs The cultural contexts and social stigma attached to their chronic conditions were suggested to be stressful and may increase the undesirable feelings (Al-Amer et al. 2015; Lekas et al. 2011; Molefe & Duma 2009; Stanners et al. 2014; Ward 2011; Warren-Jeanpiere et al. 2014; Whiting et al. 2006) . Two studies illustrated 
Y, Yes; N, NO; U, Unclear; N/A, not applicable. (Whiting et al. 2006) Besides, for patients with contagious diseases such as HIV (human immunodeficiency virus) and HCV (hepatitis C virus) (Lekas et al. 2011; Molefe & Duma 2009; Warren-Jeanpiere et al. 2014 ) and the patients with a history of substance use (Ward 2011) , their narratives showed that they were living in the shadow of stigma. 
Maintain a normal life
Once people develop MCCs, there could be a broad range of barriers to life such as physical restrictions, insufficient knowledge, lack of emotional support, and financial burden in managing their diseases (Bayliss et al. 2009 ). 'Maintain a normal life' refers to people with MCCs how to manage the various chronic conditions and their impacts on everyday life. Three subthemes were merged: 'taking medication', 'exercise & dietary', and 'seek information by themselves'. 'Taking medication' was a common way of managing MCCs. This subtheme was frequently reported in more than half of the studies (Boeckxstaens et al. 2012; Elliott et al. 2007; Fix et al. 2014; Hillege et al. 2008; Loeb et al. 2003; L€ offler et al. 2012; Morris et al. 2011; Nyhlin 1990; Ridgeway et al. 2014; Stanners et al. 2014; Townsend et al. 2006; Ward 2011; Warren-Jeanpiere et al. 2014; White et al. 2016) .
'I take 21 prescriptions a day, this morning I did my weekly [pill organiser]. . .' pp. 14 (Loeb et al. 2003) The problems of managing multiple medications, the financial burden of medical costs, and adherence to prescriptions were reported (Elliott et al. 2007; Fix et al. 2014 ). For instance, some patients reported the difficulties with schedules and worries about the adverse effects.
'I get nervous if I have to take a couple different medications at the same time, because mind over matter, I guess. I think that when you take too many medications, it does something to you'. pp. 10 (Fix et al. 2014) The subtheme of 'dietary and exercise' was quoted in ten studies (Coventry et al. 2014; Dysch et al. 2012; Elliott et al. 2007; Fix et al. 2014; Hillege et al. 2008; Loeb et al. 2003; Morris et al. 2011; Roberto et al. 2005; Stanners et al. 2014; Townsend et al. 2006) . The patients described that they maintained a healthy lifestyle such as controlling sugar intake, consuming lowcalorie foods, and eating special foods in their everyday lives. Another important category of coping strategies was exercise. Patients reported performing physical activities such as walking, yoga, and some other fitness programmes, and these activities will give them a sense of relief.
'It's physical activity that gets your mind going'. pp. 15 (Loeb et al. 2003) 'Seek information by themselves' refers to the patients' actions to obtain information to have a better understanding of their conditions and disease management. They sought information from newspapers, magazines, online courses, and education programmes (Loeb et al. 2003; L€ offler et al. 2012; Morris et al. 2011; Ridgeway et al. 2014) . A patient described a way of gaining information about migraines:
'I read a lot of magazines and newspapers and quite often they included reports about a migraine and I know 100% certain how I need to react'. pp. 5 (L€ offler et al. 2012) Although many information resources were supportive, a study reported that the mixed information led to a confusion among MCC patients (Loeb et al. 2003) .
Keep a positive mental attitude
People with MCCs are a vulnerable population due to the unpredictability in everyday life. Beyond the management of physical symptoms, the theme 'keep a positive mental attitude' represents ways of dealing with negative emotions and staying positive. This main theme comprised two subthemes: 'adapt to changes' and 'rely on spiritual support'. 'Adapt to the changes' refers to trying to accept stressful situations resulted from MCCs. It was seen as a 'never-ending struggle' where patients had to learn how to adopt chronic conditions. The patients reported various strategies of adaptation and emphasized the importance of a positive self-concept (Al-Amer et al. 2015; Boeckxstaens et al. 2012; Coventry et al. 2014; Eckerblad et al. 2015; L€ offler et al. 2012; Molefe & Duma 2009; Nyhlin 1990; Ridgeway et al. 2014; Roberto et al. 2005; Sells et al. 2009; Stanners et al. 2014; Townsend et al. 2006; Ward 2011; White et al. 2016) . Some patients reported that comparing oneself to other patients could enable them to believe that their situations were not particularly bad (Ridgeway et al. 2014; Roberto et al. 2005; Stanners et al. 2014) . Some negotiated life changes by lowering their life expectations (L€ offler et al. 2012) . Also, distractions (e.g. hobbies and daily activities) were used to take their mind off their current situations (Roberto et al. 2005) . For example:
'No, this is how it is now and there is nothing I can do. Maybe I can choose one of the things I want to do and just push the other things aside. But that makes you feel bad about yourself. However, you know there are so many ailments hindering me'. pp. 6 (Eckerblad et al. 2015) 'Rely on spiritual support' refers to the faith own by the patients to manage their conditions. Faith could influence patients' perceptions about their lives (Arcury et al. 2000) . MCC patients viewed their relationship with God as a spiritual support when they need help. Nine studies cited strategies regarding faith and religion that the participants used to manage chronic conditions 'I pray a lot. God is everything. He is everything. I pray a lot. I thank Him for waking me up in the morning and I pray every morning. I have suffered a lot; God erases it from my life' pp. 25 (Ward 2011) Coping in the social context
In the theme of coping in the social context, patients' narratives show that their coping is a mixed interplay of the personal and social circumstances. Two encompassed subthemes were as follows: 'engage in social roles' and 'social support'. Eight studies reported the findings of 'engage in social roles' (Elliott et al. 2007; Loeb et al. 2003; L€ offler et al. 2012; Nyhlin 1990; Ridgeway et al. 2014; Roberto et al. 2005; Sells et al. 2009; Townsend et al. 2006) . The MCC patients tried to fulfil their social roles as a way of coping and talked about the importance of 'being in a certain role', which was beneficial for personal identification of living with MCCs (Townsend et al. 2006) . In addition, they expressed the needs of keeping up appearances and emphasizing their health through some normal activities (e.g. doing some housework). For example, people with MCCs tried to be 'a regular worker' as before: 'People . . . they say that I work too much . . . but it's not like that at all, it's completely different from that. If I did not have that [work] what, what would I be, just sitting here and that's it'. pp. 190 (Townsend et al. 2006) 'Social support' is a common way of coping with stress (Skinner et al. 2003) . For people with MCCs, the availability and accessibility of external coping resources such as health system, family member, friends, and other social systems were key facilitators in managing their chronic conditions (Koch et al. 2015) . Five studies noted the support of the healthcare system and beneficial connections with healthcare providers (Loeb et al. 2003; L€ offler et al. 2012; Morris et al. 2011; Ridgeway et al. 2014; Whiting et al. 2006) . A patient described the views on a well-constructed healthcare system: 'This is a good hospital system because I have all of my doctors all in one network, so that makes it easier'. pp. 345 (Ridgeway et al. 2014) A good relationship between healthcare staff and patients impacted the quality of healthcare delivery and the quality of life of the patient (Goold & Lipkin 1999) . Some patients considered that they had a 'coexisting' relationship with their health professionals (Roberto et al. 2005) . The majority of patients said they had approached their healthcare providers to discuss the chronic conditions and had received useful advice, which could make them feel respected and comfortable (Loeb et al. 2003; L€ offler et al. 2012; Naganathan et al. 2016; Whiting et al. 2006 ).
This review found six studies describing the role of the family members and the significant others (AlAmer et al. 2015; Loeb et al. 2003; L€ offler et al. 2012; Ridgeway et al. 2014; Roberto et al. 2005; Yorgason et al. 2010) . The family is a crucial source of social support for patients with chronic diseases (Boise et al. 1996; Gallant 2003) . The family provided various types of assistance such as emotional support, health information, and health evaluation support (Ridgeway et al. 2014) . Along with the family support, some patients also described the companion support from their friends (Ridgeway et al. 2014) . However, two studies reported patients' conflicts with family members (L€ offler et al. 2012; Roberto et al. 2005) . A patient described an occasion of failure to understand:
'The oldest one [daughter] doesn't understand that you have to eat at a regular time. The one that lives here with me, she knows what is going to happen if you don't, but the others are just kind of blank'. pp. 687 (Roberto et al. 2005) 
DISCUSSION
The aim of this review was to identify, compare, and synthesize published qualitative evidence concerning the experiences of coping with MCCs. This study was of value for three relevant reasons. First of all, by following a structured approach (Noblit & Hare 1988) , we merged four themes related to coping with MCCs: 'appraise MCCs', 'maintain a normal life', 'keep a positive mental attitude', and 'coping in the social context' and offered a line of argument regarding coping with MCCs. The synthesized findings presented a general perception of MCCs from the patient's side and located a variety of coping strategies to manage MCCs. Next, although the qualitative studies do not require representative samples or external validity, the included studies involved a more homogenous subset of people with MCCs. Moreover, we adopted a JBI tool to evaluate the quality of the included studies and the evaluation results were satisfactory. This allowed us to provide reliable and authentic findings. MCC patients had various perspectives on their compound health conditions by appraising their situations, and these perceptions developed by MCC patients may differ from those developed by patients with a single chronic condition (Bower et al. 2012) .
This study confirmed the complexities they faced. More specific, when they described the perceptions, they presented a holistic view of MCCs itself with reference to the disease burden and priorities of different conditions. This finding reiterated the difficulties of managing a certain number of chronic conditions. What is more, research suggests that the illness perceptions affect the way in which people make sense of their conditions and the consequent management (Leventhal et al. 1980) , and these personal perceptions may or may not be in line with the perspectives of health professionals (Naganathan et al. 2016) . The current study did not compare the difference in perceptions between the patients and providers but it is necessary to pay attention to this area because understanding illness perceptions are significant as they are capable of predicting a patient's behaviours (Hagger & Orbell 2003) .
Altered perspectives reintegrated by constructions about MCCs and new information resulted in a shift of patients' responses to diseases, and these perspectives characterized the ways of coping. This study illustrated that people with MCCs used many strategies to cope with the difficulties of MCCs. The two major themes ('maintain a normal life' and 'keep a positive mental attitude') were similar to problem-focused and emotional-focused coping . The finding showed that people with MCCs adopted problem-focused coping strategies to resolve their health problems and kept their dignity and independence in order to maintain a normal life. These strategies included taking medication, changing lifestyle, and seeking information. Besides, this study showed that Tables 2 and 3) Appraise MCCs People with MCCs perceive the burdensome conditions and occasions following illness onset and accrual.
Relations among multiple conditions 3, 5, 7, 8, 10, 11, 12, 13, 15, 18, 20, 21, 23, 25, 26 Problematic symptoms 1, 3, 4, 5, 6, 7, 8, 9, 10, 11, 12, 13, 14, 15, 16, 17, 18, 20, 21, 22, 23, 25, 26 Negative emotions 1, 5, 7, 8, 9, 10, 12, 13, 14, 16, 17, 20, 22, 23, 26 , Maintain a normal life People with MCCs manage to alter or eliminate the sources of treatment burden.
Taking medication 1, 2, 4, 6, 7, 11, 13, 14, 16, 18, 19, 20, 21, 25 Exercise and Dietary 2, 3, 4, 6, 7, 11, 15, 17, 18, 20 Adapt to the changes 1, 3, 4, 8, 9, 13, 14, 16, 17, 19, 20, 22, 23 , 25 Rely on the spirituality 2, 3, 6, 8, 9, 13, 19, 21, 22 Coping in social context People with MCCs maintain control over their social roles and receive external help.
Engage in social roles 1, 2, 3, 4, 6, 9, 16, 19 Support and assistance from the others 1, 2, 3, 4, 5, 6, 8, 9, 11, 15, 18, 19, 21, 24 people with MCCs experienced mixed feelings about their chronic conditions, and this supported a previous study : L€ offler et al. (2012) showed that people with MCCs experienced multiple emotions including both an interplay of negative emotions such as depression, anxiety, and sadness on one side and happiness on the other side in their coping process. It was also presented that MCC patients tried to stay positive with emotional coping strategies such as pray, distraction, and humour. An interesting finding was that we identified that the medicating behaviour and personal adaptation were the most common coping strategies among people with MCCs. This indicated the importance of these two strategies and gave us some hints of promoting health care such as facilitating an optimized medication management plan and implementing recommendations for medication for the MCC patients.
Coping with MCCs is not an isolated process, but an environment-related process . This study showed that living with chronic conditions was a journey that was combined with professional and other social networks. The finding of 'coping at the social level' indicated the significance of support from the social aspects, which echoed a past study by Kosciulek (2007) . However, due to the complexity of MCCs, we found that the supporting information from family and friends might be fragmented, and conflicting (Stange 2009; Tinetti & Fried 2004; Weiner et al. 2010) . These conflicts between demands and provisions were consistent with a past study (Ploeg et al. 2017) , which revealed the disconnected communication and interactions between MCC patients and their caregivers. Similarly, one of the difficult areas of managing MCCs found in some past studies involved the conflicts concerning targets of health care between the providers and people with MCCs (Sinnott et al., 2013) . As a result, more attention should focus on how to provide accurate health information to patients and identify reliable sources of information.
Implications for further research
The studies included in this review were mostly conducted in Western countries, with only one from an Arab country. The majority of the concepts of coping and research about coping have been developed and conducted in Western countries (Hobfoll 2001) . This was criticized by some scholars (Folkman & Moskowitz 2004) as it fails to take cultural influences into consideration (Chun et al. 2006 ). Culture has not been adequately studied within the current coping literature, and related research outside of Western countries is still rare (Heppner et al. 2006) . Thus, it is needed to conduct studies in various cultures to identify the role of culture in coping with MCCs.
Older patients have a higher prevalence of chronic disease and comorbidity (Kennedy et al. 2014) . This study identified that most of the studies focused on elderly people with MCCs. However, chronic diseases may strike any age groups, and coping is a dynamic, and age-related process (Strack & Feifel 1996) ; thus, future studies may need to examine the differences in coping among different age groups. What is more, gender characterized different coping strategies (Hobfoll et al. 1994) . Studies have indicated that male and female could cope differently when facing same stressful situations including physical and mental health conditions (Ninot et al. 2006; Piccinelli & Wilkinson 2000) . Due to a paucity of research in this area, hence, more studies are required to investigate whether male and female have different appraisals and use different strategies when they face with MCCs.
Limitations
In the research area of chronic conditions, some commonly used terms such as self-management, coping, and adaptation are confused. Audulv et al. (2016) undertook a concept review to clarify these concepts in the context of managing a neurological condition and found that coping focused on the internal control whereas self-management focused on the disease control. The current study synthesized qualitative data of coping and MCCs based on the theory developed by Lazarus and Folkman (1984) . Therefore, we may have missed some findings that involve coping but to a lesser extent. Few descriptions about MCCs in the included studies led to a lack of insight on the variation across different chronic conditions clusters. A recent research has demonstrated the associations between clusters of chronic conditions and patient's health outcomes (Gonz alez-Chica et al. 2017) . Hence, this area requires further investigation. What is more, studies met the inclusion criteria based on an abstract written in English but have not been included because of language restrictions. This means that we may have missed some perspectives and insights of people with MCCs from publications in other languages. Lastly, this study may have overlooked some potential studies published in other sources beyond peer-reviewed journals.
CONCLUSION
In summary, this review analysed 26 qualitative studies involving 654 participants concerning the experiences of coping with MCCs. The findings showed people with MCCs might face a wide range of mixed conditions, and they adopted different strategies to maintain their normal lives and tried to stay positive. The importance of coping in the social context was also addressed. Further research should pay attention to some more specific topics such as age, gender, and cross-cultural research. Health promotion and maintenance programmes for developing and improving coping skills could be valuable for people with MCCs.
RELEVANCE FOR CLINICAL PRACTICE
To move health care forward, we suggest that the possible guidance and counselling programme should be given. This may include an understanding of stressful experienced by patients, discussion about the complicating matters in their self-management, increased attention to the multiple medications and therapies, more individualized interventions targeted to the real state of patient's needs. The consequent quality assessment of health care and guideline development and research will also be essential.
Social aspects, such as health system, family, friends, and other support groups, are suggested to be valuable coping resources for people with MCCs. Every aspect plays a role in supporting MCC patients. The use of holistic social determinants of health would contribute to the better disease management and provide a complementary care (Gallant 2003) . Thus, there is necessary for health professionals to work with families, significant ones and some related support groups as a team to provide optimal healthcare service for these patients. To support this, a good relationship among these could be a key element.
